of Warsaw ethics committee (KB/24/2008) . All respondents gave written informed consent.
EQ-5d
The EQ-5D questionnaire consists of 2 parts: EQ-5D descriptive system and EQ visual analogue scale (EQ-VAS). 4, 8 The EQ-5D descriptive system covers the following 5 dimensions: mobility, self-care, usual activities, pain/discomfort, and anxiety/depression. Each of these dimensions has 3 levels: no problems, some problems, and severe problems. A respondent is asked to indicate his or her state of health by ticking the box next to the most appropriate statement for each of the 5 dimensions. A combination of 1 level from each of the 5 dimensions defines the state of health. A total of 243 possible states are thus defined. EQ-5D states of health, defined by the EQ-5D descriptive system, may be converted into a single summary index by applying a formula that attaches weight to each level in each dimension. The value set has been derived for EQ-5D in Poland using the time trade-off valuation technique and was used in our study.
EQ-VAS is a standard, vertical, 20 cm-long VAS (similar to a thermometer) for recording an individual's rating of their current HRQoL. The ends of the scale are defined as the "best imaginable health state" and the "worst imaginable health state". 8 data analysis We analyzed 3 sets of data concerning the quality of life: a subjective evaluation of health by respondents (according to EQ-VAS), an objective evaluation of health by respondents (according to the EQ-5D index), and a range of problems within 5 dimensions of HRQoL defined in the EQ-5D descriptive part. We studied the evaluation of HRQoL with respect to the respondents' age, sex, and both. statistical analysis The results were considered statistically significant at the significance level of P <0.05. Two-sided confidence inter vals were presented. The normal distribution was verified with the Shapiro-Wilk test. The statistical significance of differences between dichotomous variables from 2 independent groups was analyzed with the Fisher's exact test. The differences between inter val variables with nonnormal distribution from 2 independent groups were verified using the Mann-Whitney test. The relationship between 2 inter val variables measured in the same group was tested with the Kendall's rank correlation. The statistical analysis was conducted using the StatsDirect 2.7.8 software (StatsDirect Ltd, England) .
rEsuLts study population Between February and May 2008, we conducted 321 inter views. Three respondents did not complete the EQ-VAS and 1 person did not complete the descriptive part. In total, 317 questionnaires with a full set of answers were included in the final analysis. randomly sampled group of Polish respondents, adjusted for age and sex.
MAtErIAL And MEthods study population
The study was conducted during the Polish EQ-5D valuation study.
5 In the first half of 2008, 10 trained undergraduate medical students surveyed a representative sample of the Polish adult population. Survey quotas with respect to age and sex were prepared on the basis of demographic data obtained from the Central Statistical Office in Poland. 7 Face-to-face inter views were conducted with the visitors of inpatients at 8 Polish medical centers: in Warsaw, Skierniewice, and Puławy. Each respondent was asked to reply to the EQ-5D questionnaire, provide sociodemographic data (age, sex, marital status, education, employment, income, housing tenure, medical history, smoking habits) and perform the valuation exercise (results described elsewhere).
5
The study was approved by the Medical University Abbreviations: NA -not available, SD -standard deviation the EQ-5d index A mean objective evaluation score was 0.91 ±0.11 (95% CI: 0.90; 0.92). Individual scores ranged from 0.28 to 1.00. The mean objective evaluation of health by men (0.927 ±0.097) was not statistically significantly higher than the average score for women (0.894 ±0.117; P = 0.003).
The mean score of health state evaluation according to the EQ-5D index decreased with age (Kendall's tau-b = -0.28; P <0.0001; FIGurE 2). In the age groups of 25-34 years and 35-44 years, we observed a significantly higher score in the objective health evaluation by men as compared with women, (0.969 vs. 0.910, P = 0.0002 and 0.965 vs. 0.894, P = 0.0019, respectively).
EQ dimensions The incidence of health problems of the study population according to the EQ-5D descriptive system is shown in tAbLE 2. Taking into consideration all dimensions, moderate health problems were present in 57.1% of the respondents, while severe health problems in 4.7%. The majority of problems were related to pain/discomfort and anxiety/depression and were more commonly reported by women than by men (P = 0.004 and P = 0.0158, respectively; FIGurE 3). Specifically, significant differences between women and men were observed within the "pain/discomfort" dimension in the age group of 25-34 years (P = 0.0149) and in the "anxiety/depression" dimension in the age groups of 25-34 years (P <0.0001) and 35-44 years (P = 0.0033, tAbLE 3).
dIscussIon Our study showed that both the score of the subjective health evaluation according to the EQ-VAS scale and the score of the objective health evaluation according to the descriptive part of the EQ-5D questionnaire decreased with age. The EQ-5D index in the age group of 25-44 years is significantly higher among men than among women. On average, 2 in 5 women experienced pain/discomfort and anxiety/depression.
The study population comprised 167 women (52.7%). The respondents were aged from 18 to 86 years (mean age, 42.6 ±15.6 years). Detailed characteristics of the study population are presented in tAbLE 1.
EQ-vAs A mean score of the subjective evaluation of HRQoL was 81.6 ±14.4 (95% confidence inter val [CI]: 80.0; 83.1) on a 100-point scale. Individual scores ranged from 10 to 100 points.
The mean subjective evaluation of health by men was 81.3 ±13.8 points and was not significantly different from the average score for women (81.8 ±14.9 points).
The mean score of health state evaluation according to the VAS was decreasing with age (Kendall's tau-b = -0.28; P <0.0001; FIGurE 1). Only in the youngest age group (18-24 years), a statistically significant trend for a higher score in the subjective evaluation of health by women compared with men was observed (90.9 vs. 86.7, respectively; P = 0.0504). This is because the present study aiming to determine population norms for EQ-5D in Poland was only a substudy of the larger Polish EQ-5D valuation study. 5 In the above-mentioned project, a sample of 321 respondents gave 7351 individual health state valuations, which was considered sufficient to fulfill the primary study goal. Secondly, our sample of respondents was representative of the Polish population regarding age and sex, but not other variables, such as place of residence or education. In view of the above limitations, our analysis should be perceived as a pilot study. We managed to show a number of correlations, and we confirmed the usefulness of the Polish version of the EQ-5D questionnaire for health state evaluation in the general population. A properly designed study in the future, based on a larger sample that would be representative of the Polish population with regard to more demographic features, should provide a more precise evaluation of the population norms.
In the Polish, as well as German, 12 British, 13 and Swedish populations, 10 HRQoL decreases with age and is generally worse among women than among men. The differences concern some detailed quality-of-life dimensions that deteriorate. In Poland, significant differences were observed within the "pain/discomfort" and "anxiety/depression" dimensions. In Sweden, this also concerned the "usual activities" dimension. 10 In Great Britain, the differences were only observed within the "anxiety/depression" dimension, 13 and in Germany only within the "pain/discomfort" and "self-care" dimensions.
12 In Poland, every 3 in 5 respondents reported problems within the EQ-5D dimensions. This rate is higher than in Sweden (54%), Great Britain (43%), or Germany (36%). The problems related to anxiety/depression were reported by 30% more respondents in Our study has 2 major limitations. First of all, it was based on a relatively small group of respondents. In other countries, population norms for EQ-5D were formulated on the basis of larger study groups, starting from 464 individuals in Greece and 620 in Japan, 9 to as many as 11,698 respondents in Sweden 10 and 15,700 in Denmark.
11 tAbLE 2 Number (percentage) of respondents reporting a problem in each EQ-5D dimension (n = 317) Poland than in Sweden, nearly 50% more often than in Great Britain, and 10 times more often than in Germany. It has to be noted that the results of our study can be immediately applied to clinical practice in Poland and serve as a reference for individual patients, at a given age and of a given sex. We managed to prove that the Polish version of the EQ-5D questionnaire is highly acceptable and sensitive to some minor changes in the population's state of health. As such, it seems to be an appropriate tool for measuring the outcomes of the adopted health policy. 4 Future studies that will implement the EQ-5D questionnaire to evaluate the health status of the Polish society should be based on larger population samples, representative of the general population with respect to additional demographic features. As far as the health policy is concerned, we recommend to repeat such evaluations regularly, as it is done in Great Britain or the United States. 14 In conclusion, in the Polish population, both subjective and objective perception of the quality of life according to the EQ-5D questionnaire showed that scores decreased with age. Pain and anxiety were reported by every 2 in 5 women. The Polish version of EQ-5D can be a valuable tool for studying health outcomes and inequalities within the Polish population.
